Background
Health statistics for both Maine and the United States (1) underscore the need for reducing risk factors associated with cardiovascular disease, diabetes, heart disease, cancer, and obesity. Worksites offer ideal settings for reaching adults, including those at higher risk for chronic diseases. Worksite health promotion programs benefit employees and the organization (2) (3) (4) (5) (6) . A recent review of worksite health promotion programs recommends that reporting on outcomes for these programs include more information about enrollment, implementation and maintenance, and negative outcomes (2) . M-HPRC's approach to community-based program evaluation is rooted in the literature on community organization and community building (8) (9) (10) . This approach is consistent with models for data action research (11), research translation (12) , and community engagement (13) . CBPR is an approach to public health research that involves community members as equal partners. CBPR is 1) a participatory process in which power is shared and local expertise is recognized; 2) a cooperative process to which community members and researchers contribute equally; 3) a colearning process for researchers and community members; 4) a process that involves systems development and local community capacity building; 5) a process that empowers participants to increase control over their lives; and 6) a process that balances research and action (14) .
Context
Eastern Maine Medical Center established the Move & Improve program in 1996 to motivate individuals to increase their physical activity and to make healthier lifestyle choices. Move & Improve became a program of Eastern Maine Healthcare Systems in 2004. Move & Improve is a free 12-week program beginning in March each year that is designed to improve health by reducing participants' risk of chronic diseases and obesity. Individuals become involved with the program primarily, though not exclusively, through affiliations with worksites. Other Move & Improve sites include schools and community organizations. Yearly recruitment efforts include reaching out to past and new participants through the mail, statewide newsletters, and collaborating partners statewide who promote the program locally. Under the guidance of volunteer site coordinators who are identified internally by worksites, participants are asked to engage voluntarily in at least 30 minutes of physical activity for at least 4 days per week for a minimum of 8 weeks of the 12-week program. Participants are asked to track their physical activity on a log (either on paper or through an interactive online activity log) and receive encouragement and tips for continued participation and physical activity throughout the program. In addition, the program offers participants community-based stretch breaks at the local mall, statewide monthly walking clinics or clubs, various exercise programs, physical fitness assessments, educational sessions, and other events. (16) reported statistically significant differences in mean systolic blood pressure, total cholesterol, the ratio of total cholesterol to high-density lipoproteins, number of sit-ups in 1 minute, number of push-ups in 1 minute, and 3-minute recovery heart rate between pretest and posttest scores among a self-selected group of participants.
In early 2003, the Move & Improve program director approached the M-HPRC to help improve the evaluation design and process with the ultimate goal of contributing to general knowledge about worksite health promotion programs such as this one. The M-HPRC contributed some staff time and a small stipend to help with data analysis. A statistician from Colby College was engaged to help with data entry and analysis. M-HPRC and Colby College used principles of CBPR for carrying out this phase of the evaluation.
The objectives of this phase of the evaluation were to 1) characterize Move & Improve participants and participation in the program; 2) learn which worksite and coordinator policies seemed to make a difference to participants; 3) explore whether physical activity and stage of change were affected; 4) learn whether participants experienced other lifestyle outcomes such as weight change, better nutrition, stress reduction, or reduced absenteeism; and 5) explore whether multiyear participation was more likely to sustain greater levels of physical activity. demographics, level of physical activity, and strategies coordinators used to motivate participants.
Because the information gathered from program participants was generally categorical, hypothesis testing to find associations between them was done using contingency table analyses. Healthy living indicators (e.g., fat intake, soft drink consumption, fruit and vegetable consumption) were recorded as having increased, decreased, or not having changed -yielding three nominal categories for each indicator. Change in stage of change was calculated as being the final stage of physical activity (postprogram) minus the initial stage of physical activity (preprogram). Thus, a negative stage of change indicates a decrease in physical activity, and a positive stage of change indicates an increase in physical activity. A three-level categorical variable was used to indicate whether each participant had a decrease in physical activity, no change in physical activity, or an increase in physical activity. This three-level outcome was used in place of the stage of change because of the large number of sparse cell sizes resulting from small numbers reporting very large changes. As expected, few participants selected maintenance (which requires 6 months or more of consistent behavior) or precontemplation (which suggests not yet intending to take action). Contingency table analyses using the Fisher exact test were used to assess the strength of the association between this three-level measure of change in physical activity and the lifestyle factors about which information was obtained. We also explored where movement in stage of change tended to take place between preprogram and postprogram, stratifying by stage. Both years of data show that in the 3 months before participating in Move & Improve, more than half of all participants reported no regular exercise or only minimal exercise. As expected, the posttest data from both years show substantial increases in physical activity, with only about 5% of participants remaining inactive or minimally active both years, compared with 27% of comparison group nonparticipants in 2004. In 2004, 61% of all participants increased their physical activity stage of change by one stage or more, and 37% had an increase of two stages or more (Figure 1 ). In contrast, the majority of comparison group nonparticipants did not increase their stage of physical activity during the same period. Participants beginning in the contemplation stage were more likely to move two stages or more than those beginning in later stages of (Figure 2) . Each of these improved lifestyle factors was significantly associated with participants' forward movement in physical activity stage of change (P < .001) except for soft drink consumption (P = .08). These results are particularly impressive given that the ceiling effect would likely bias the results toward the null of no association.
Employee absenteeism seemed to be associated with improvement in stage of change. Employees with a forward movement of two or three stages averaged 1 sick day during the 3 months of the program, whereas employees who stayed the same or regressed in their stage of change averaged 1.5 sick days during the same 3 months in 2003. However, number of sick days reported was small, so we were not able to assess significance. Involvement with Move & Improve for 2 or more years was significantly associated with improvement in stage of change (P = .02).
Flextime, group activities, and incentives were the most common practices perceived by participants to make a difference. Coordinators cited group activities and incentives as worksite policies that came about most often as a result of the program. Yet, in contrast to what participants noted would be most helpful, coordinators tried to motivate participants most often using posters, office memos, wellness committees, bulletin boards, and e-mail tips and by registering employees for them.
Interpretation
We evaluated Move & Improve's process and outcomes using CBPR methods. Limitations in our ability to draw conclusions about the program's success include limitations inherent in cross-sectional study design; the small size and location of the comparison groups; the lack of program resources, including staff and funds for long-term follow-up with participants; and challenges that arise from using CBPR methods and local decision making. Move & Improve's challenge now is to increase participation and completion rates and to recruit worksites with higher-risk adult populations. The 2004 evaluation revealed that participants felt that incentives, group activities, and flextime at work made a difference in their participation. Coordinators, however, may not have been able to influence worksite policies to include these factors. Because evaluation data revealed that younger individuals and men tended not to participate at as great a rate as rel- atively older individuals and women, greater efforts should be made by the program to help coordinators recruit and retain these individuals and to understand barriers to their participation. Perhaps more coordinators should fit this profile to motivate individuals from these groups to participate. Our analyses also revealed that many participants who were already physically active did not change their stage of physical activity over the course of the program. Perhaps some formative data could help elucidate the types of program components that may motivate these individuals to stay active over time. To motivate and recruit individual worksites to participate, program staff could emphasize the data that indicate less absenteeism for participants. Objective record keeping of numbers of sick days taken by participants should be encouraged.
Many final modifications to the evaluation design and instruments were made because of resource constraints by program staff after consultation with M-HPRC and Colby College. These circumstances may have compromised the scientific rigor of the study and our ability to draw objective conclusions from the data. An advantage of using CBPR was that it increased our adherence to several core evaluation standards (7) . The standard of utility was maximized by involving stakeholders so that identification of their needs and intent were not only addressed but were central to the process. Evaluator credibility was enhanced through the relationships that were nurtured. Any findings were first disseminated to key program stakeholders for their review and interpretation. The standard of feasibility was also positively affected through CBPR. Evaluation procedures had to be practical given the resources. Move & Improve staff made all final decisions on how to carry out the evaluation based on their assessment of whether they could get it done in a timely manner. Maximizing feasibility, however, may have also compromised scientific rigor.
Move & Improve program evaluation indicates that the program has been a success on many levels. Evaluation data indicate that Move & Improve has a significant impact on participants' lifestyle and risk behaviors and that longer participation in the program may also be associated with greater chronic disease risk reduction. Participants significantly increased their physical activity stage of change compared with nonparticipants during the same time period. Improved lifestyle factors were also significantly associated with forward movement in stage of change. Future evaluation efforts can minimize limitations by adding pretest data collection and keeping measures consistent over time. Longer-term follow-up of participants should also be attempted.
The benefits of using CBPR methodology far outweighed limitations in scientific rigor. Move & Improve staff enthusiasm, at least in part because of its integral involvement with every aspect of the evaluation design, helped Move & Improve and M-HPRC staff overcome key barriers. Program staff gained appreciation for how to carry out successful program evaluation with minimal resources and how to improve their program. Several core standards of successful evaluation practice were also maximized. Relationships formed through the process of conducting CBPR-framed evaluation will help to sustain and improve future Move & Improve program evaluation efforts.
